ISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH
1962 /'q,? Primary Registration District No.lmQ- o4

AMENDED

FILED FEB 8

Registration District Neo.

_=62-001863

&:’_---Regimar‘s No. ;_________‘mu

STATE FILE NUMBER

DATE AMENDED

t

Sa3 1

1. PLACE OF DEATH

»- COUNTY Jackson

2. USUAL RESIDENCE (Wh;re deceased lived.
a STATEM § s gourdd O Jackson

If institution: Residente before

admission)

b. CCI)TRY (If outside corporate limits, give TOWNSHIP only)

1owv Kansas City

Length of stay in 1b

5 days

c. CITY

o
own Lee's Summit

Inside Limits

Yes  No O

c. FULL NAME OF (1f NOT in hospital, give location)
HOSPITAL OR

INSTTUTION o, . T ukes Hospltal

Enside Limits

‘resﬁ Ne [

d. STREET
ADDRESS

(I cutside, give location}

404 5. Douglas St.

Reside on Farm

Yes 0 NoXJ

INSTEAD CF

DOCUMENT

AMENDMENTS ON THIS RE‘CORD ARE AS FOLLOWS

SHOULD READ

ITEM NO.

BY AFFIDAVIT OF

First M

John

3. NAME OF DECEASED
(Type or print)

iddle

Perry

4. DATE Manth
OF
DEATH J 8l

Last

McKisson 18,

Day

Year

1962

7. Married K
Widowed [J

5. SEX

Mals

6, COLOR OR RACE

White

Never Married [
Divorced [

8. DATE OF BIRTH | 9 AGE (last birthday)

1F UNDER 1 YEAR

IF UNDER 24 HR

Months

hpril 22,1876 85

Days

Hours Min.

10a. USUAL OCCUPATION {Give kind of work done

rmg %nst of workm%l:feoeven if retirad)

10b. KIND OF BUSINESS QR INDUSTRY} 11.
Rastaurant

12. CITIZEN

USA

BIRTHPLACE (City and state or country)
Harrisonville, Mo,

OF WHAT COUNTRY

13a. FAIHER‘S NAME
Leonard McKimséonn

13b. MOTHER'S MAIDEN NAME
SerEUnknown

14, NAME OF HUSBAND OR WIFE
Arminte McKisson

(Ygg ho, or unknown)| (If yes, gnva war or dates of service]

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14,

CAC 1AL SECLIDITY WA | 17,

INFORMANT Address

Cl t L. Miller meoicaL CErTIFICATION

18. CAUSE OF DEATH (Enter only one cause per lina fo

ArmintasMcKiason,Lee's Summit, Mo,

PART I. DEATH WAS CAUSED BY:
IMMEDIATE CAUSE (a)

Conditions, if any,
which gave rise to
above cause (a),
stating the under-

lying  cause last. DUE TO (¢}

(et rnsionicy

INTERVAL BETWEEN
ONSET AND DEATH

J

DUE TO uﬂ@—M@M@M

R Fr

PART I1.
disease condition g:we

in PART 1 {a)
[

19. WAS AUTOPSY
PERFORMEDY, .
YES [J NOR

20a. ACCIDENT ~ SUICIDE  HOMICIDE
0 m| 8]

QOTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal

PART Il If

decesssd  was
there a pregnancy in last 90 days.

female was

[|:| Yes

O No ] Unknown

OW INJURY OCCURRED. (Enter natyre of injury in PART I or PART |1 of item 18.)

Haul Month, Day, Year !
a8,

p.m.

20¢, TIME OF
INJURY

20d. INJURY QCCURRED
WHILE AT WORK OJ
NOT WHILE AT WORK []

20e. PLACE OF INJURY (e.g., in or about home,
farm, factory, street, office bldg., efc.)

20f. CITY, TOWN, OR LOCATION COUNTY

STATE

Death occurred at ’ L~ X

e —
21, | attended the deceased froM _L___,Lﬂ_az._and last saw .. alive OM' 6 2

m on the date stated above, and to the best of my knowledge, from the causes stated.

22a. SIGNATURE

(Degree or tit
- -
. o

27b. A

23b. BAT

Jan,18,1962

TION,
cify)

3a. BURIAL,
REMOVAL (S

Remova

Wac. NAME OF CEMETERY OR CREMATORY
Lea's Summlt Cemetery

23d. LOCATION [City, town, or county)

22c. DATE SIGNED

!- /& ’Q
{State)

Leet's Summit, Missourl

24, FUNERAL DIRECTOR
Langsford Funersl Home,Lee's

ADDRESS T asourl

25. DATE RECD. BY LOCAL REG.

Sumit /-5, 6

26. RE AR'S SIGNATURE

{Licensed Embalmer’s Statement on Reverse Side)

Loy




- er - - .
BT e A - e v e . eroa oy

STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by , Student Embalmer No.____ . __

working under my personal supervision

- 7 5;@%//4

Signature of Student Embalmer

Licens mbal

P. O. Ad

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

- If émbalmed by a STUDENT he also shall sign in his OWN handwnhng N
If this body is not embalmed, fact should be so stated aboVe
-4 B | B . . -

; . PRy T . . .
1 - 1 R PR +




